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Role of Clinicians in Cigarette Smoking Prevention

ELISEO J. PEREZ-STABLE, MD, and ELENA FUENTES-AFFLICK, MD, MPH, San Francisco, California

This review is based on a talk presented at the annual meeting of the Western Association ofPhysicians in Carmel, California, on
February 5, 1997.

Despite a gradual decrease in smoking rates among adults, the proportion of youth who smoke regu-
larly has remained stable. Among high school students in 1997, 19.90/o of white, 7.2Tr of African Amer-
ican, and 10.90/o of Latino youth reported smoking during at least 20 of the previous 30 days. Ethnic
differences in beliefs, attitudes, and behavior about smoking have not been systematically considered
in developing prevention interventions for adolescents. Effective school-based smoking-prevention in-
terventions have been developed, but these are usually not appropriately implemented. Policy pro-
posals and current laws that affect the marketing of tobacco to youth need to be emphasized as
evidence increases that marketing by the tobacco industry targets youth and leads to more smoking.
Smoking-prevention programs have been designed to involve physicians and other health care pro-
fessionals in the clinical setting, but limited data exist on their efficacy. We review the guidelines for
involving the clinicians who provide care to children in preventing the onset of tobacco use, counsel-
ing parents of children who smoke, and counseling adolescents who have started smoking. Finally, we
summarize the future directions of smoking-prevention research and programs.
(Perez-Stable EJ, Fuentes-Afflick E. Role of clinicians in cigarette smoking prevention. West I Med 1998; 169:23-29)

Approximately 3,000 children in the United States begin
to smoke cigarettes every day, and, on average, 4.5%

of adolescents take up smoking each year.'2 Although
smoking rates for adults have declined during the past 20
years, the rates of adolescent experimentation with and
becoming regular users of tobacco have not decreased.2'
Nearly all initiation of tobacco use occurs before 18 years
of age, and by age 13 years, about 25% of children have
experimented with cigarettes.5 Thus, developing innovative
and effective approaches to prevent tobacco exposure
among children is a public health priority.6 8

In this article, we review the current epidemiology of
tobacco use by youth and examine its relationship to
tobacco use among adult patterns by sex and ethnicity.
Interventions to prevent tobacco use among youth have
largely been focused on school-based interventions.
Recently, legislated policy changes limiting access to
tobacco and enforcing penalties for the sale of tobacco to
minors are increasing at state and community levels. We
review the role of clinicians who provide care to children
in preventing the onset of tobacco use, counseling parents
of children who smoke, and counseling adolescents who

have started smoking. Finally, we describe future direc-
tions for programs and research in smoking prevention.

Epidemiology of Tobacco Use Among Youth
Despite a gradual decrease in cigarette smoking rates

among adults during the past 30 years, little progress has
been made since 1980 in reducing adolescent smoking.
Among adults, smoking rates have fallen for men and
women and among non-Latino whites (henceforth whites),
African Americans, and Latinos.3 Although the onset of
tobacco use among young adults (aged 18-24 years) is now
less frequent, most smoking initiation now takes place dur-
ing adolescence. There has been a shift in the age of onset
and not a decrease in smoking prevalence among youth.
For example, the 1997 Youth Risk Behavior Survey
showed overall smoking rates for females and males,
respectively, of 69.3% and 70.9% for lifetime cigarette use

34.7% and 37.7% for current cigarette use (defined as .1
days in the previous month), and 15.7% and 17.6% for fre-
quent use (defined as .20 days in the previous month).9
Table 1 shows the rates for lifetime, current, and frequent
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ABBREVIATIONS USED IN TEXT
ETS = environmental tobacco smoke
NCI = National Cancer Institute

use of cigarettes by sex and ethnicity from the Youth Risk
Behavior Survey in 1995 and 1997.49 The failure to
decrease experimentation with and regular use of tobacco
among youth mandates the development of effective inter-
ventions to prevent the initiation of tobacco use.

An evaluation of adolescent smoking behavior by race
and ethnicity is important for anticipating adult smoking
behavior in the future. The observed smoking behavior
differences among adults by ethnicity indicates that this
will be a fruitful focus of research. Latina and Asian adult
women have substantially lower smoking rates on aver-
age than white and African American women, although
there are fewer ethnic differences among men.10 The
process of acculturation or integration into mainstream
US culture appears to be associated with higher smoking
rates among Latina and Asian women, and over time, the
female advantage in smoking rates may be reduced.1112

Although an unexplained decrease in smoking
occurred among African American youth from 15.7% in
1980 to 4.4% in 1993, the 1997 Youth Risk Behavior
Survey reported a recent increase to 7.2%. Virtually no
change has occurred among white youth in the same
period (21.8% in 1980, 22.9% in 1993, and 19.9% in
1997).39 Data from national and regional surveys indi-
cate that the frequent use of cigarettes among Latino
youth has remained about 10% for the past decade
(10.9% in 1997).9 The stable smoking rates among Lati-
no youth are concerning because of the expectedly
adverse influence of acculturation over time. The lower
smoking rates among Latinos and African American
youth are supported by a validation study from New
York.'3 No national longitudinal data exist on smoking
behavior among Asian and Pacific Islander adolescents.

Predictors of Cigarette Smoking
Information on those factors that predict the onset of ciga-
rette smoking among youth are limited. As many as three

quarters of adolescents try cigarettes at least once, and
about half of adolescents who try cigarettes experiment on
a regular basis, defined as smoking at least once per
month. Only about 20% of youth become regular daily
smokers by age 18 years, however, and there are substan-
tial ethnic differences in rates.2 Epidemiologic data and
social psychological models imply that smoking is not an
"on-off" phenomenon among youth but that a continuum
exists and that there is movement along the "trying,"
"experimenting," and "regular use" spectrum. Studies of
adolescents in California suggest that "smoking suscepti-
bility" is an important attitude that identifies youth at risk
for becoming regular smokers in the future.'4 An assess-
ment of smoking susceptibility is based on asking a
respondent how certain he or she is about smoking or not
smoking in the future. Thus, in designing and implement-
ing interventions to prevent smoking, youth who are
uncertain about future tobacco use need to be targeted.'4
Receptivity to tobacco advertising and the use of promo-
tional items, however, were found to be associated with
increased susceptibility to smoke and the onset of smoking
experimentation in a cohort of California adolescents.'"

Landrine and colleagues examined a diverse sample
of ninth-grade youth in Los Angeles and San Diego,
California, public school districts and found important
ethnic differences in predictors of cigarette smoking.'6
In this cross-sectional study of 4,375 students from four
ethnic groups, the researchers used multivariate models
to examine all of the psychosocial and behavioral factors
that had been associated with the onset of tobacco use.
Peer smoking, defined by "how many of your ten clos-
est friends smoke" and peer pressure from modeling,
was the most important predictor of smoking among
white youth; a lower grade-point average was the second
most important predictor. Among African Americans,
on the other hand, a greater risk-taking attitude was the
predominant predictor of smoking, whereas peer smok-
ing and grade-point average were not significant.

Among the Latino youth in the study, peer smoking
was the most important predictor, although it explained
less of the variance than among whites, and a higher level
of depressive symptoms was the second most important
predictor.'6 The level of acculturation also influenced
predictors of smoking among Latinos, with days absent
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from school being significant among the less acculturat-
ed. Among the most acculturated youth, risk-taking atti-
tude and depressive symptoms were significant predic-
tors, and among the bicultural Latinos, risk-taking atti-
tude and grade-point average were also significant pre-
dictors. The most significant predictors of smoking
among Asians were days absent from school, peer smok-
ing, and alcohol consumption by adult role models.16 The
striking findings of this study were the absence of a signi-
ficant association between parental smoking and youth
smoking and the nearly universal importance of peer
smoking (except among African Americans). These
observations can be used to develop interventions.

There is a clear need for additional basic social and
behavioral research of adolescents of all ethnic groups to
further understand the factors that influence smoking
experimentation, initiation, regular use of cigarettes, and
frequent use leading to dependence. Nicotine depen-
dence may develop as a result of biologic susceptibility
in the appropriate social environment. Thus, multidisci-
plinary collaboration among scientists is needed to fur-
ther identify those factors that lead youth to become
addicted to nicotine.

Health Consequences of Tobacco Use in
Adolescents
Active occasional smoking by adolescents leads to nico-
tine addiction, with subsequent increased morbidity and
mortality from cancer and cardiovascular disease. Pro-
jections from the Centers for Disease Control and Pre-
vention, based on current smoking rates among young
adults, show that 885,000 persons currently 17 years of
age or younger and living in seven westem states will die
of causes directly attributable to nicotine addiction.'7

More short-term adverse health consequences of cig-
arette smoking are also evident among young people
who smoke. Cigarette smoking among adolescents caus-
es an increase in respiratory tract infections, including
the common cold, and an overall increase in respiratory
symptoms.2"8 Subtle but quantifiable changes in pul-
monary function, exacerbation of asthma, and decreased
physical fitness are also established consequences of
cigarette smoking among adolescents.2"8 Young women
who smoke while pregnant will have smaller infants, are
at an increased risk of having infants with congenital
malformations,-and a greater likelihood of having spon-
taneous abortions.2 Cigarette smoking also functions as
a "gateway drug," leading to an increased likelihood that
youth will use other substances, including alcohol and
illicit drugs, with their subsequent social sequelae.2

Smoking Prevention in Schools
Many controlled trials have evaluated the efficacy of
school-based interventions to prevent cigarette smoking
initiation and regular use.2 A meta-analysis of 90 school-
based programs indicated that there is a 4.5% lower
prevalence of regular cigarette use among youth in the

social influence intervention programs.'9 Although the
incidence and prevalence of cigarette smoking were
significantly reduced in adolescents for as long as four
years, follow-up to six years failed to show significant
differences between control and intervention groups.'9'20
Observed ethnic differences in smoking attitudes, beliefs,
and behavior have not been systematically incorporated
into a prevention intervention directed at youth of diverse
backgrounds. Despite the apparent failure at sustaining
decreased smoking rates in long-term follow-up, the con-
tent of effective interventions has been well defined.

The most successful school-based smoking-preven-
tion programs emphasize the social factors that influ-
ence smoking and the short-term consequences of smok-
ing and teach adolescents skills on how to resist social
pressures or develop refusal skills that can be applied to
smoking or other issues.2 Furthermore, school-based
smoking-prevention programs need to be incorporated
into the existing curricula, involve students in the deliv-
ery, be led by specially trained teachers, and incorporate
culturally appropriate content. Unfortunately, most
school-based smoking-prevention curricula are not set
up with these components in mind, are presented as spe-
cial add-on programs in one or two classes, are taught by
a teacher who has received no special training on the
topic, and are frequently focused on the rational
approach of providing information, which is usually
ineffective.2 Furthermore, to maximize the limited effi-
cacy of the school-based programs, these need to be
implemented in the sixth grade or earlier and include at
least five sessions during the course of a school year.
Considering that most school districts have limited pro-
grams, the implementation of adequately funded, uni-
versal school-based smoking-prevention programs start-
ing in the sixth grade could have a favorable effect on
adult smoking rates in just a few years.

Health Policy Interventions
Advocating policy changes and enforcing existing laws
that prohibit the sale of tobacco products to youth are
strategies to decrease access to tobacco among children
that have been actively pursued by the tobacco control
community in recent years. Increasing the cost of ciga-
rettes by taxation not only helps finance tobacco educa-
tion but also decreases access to tobacco by youth. The
real price of a pack of cigarettes as a proportion of the
real weekly income of high school seniors, however, was
only 1.9% in 1989, which is only a slight increase from
1.4% in 1982.21 Cigarettes remained relatively inexpen-
sive to most adolescents at average 1989 prices, although
increased state taxes since that time have increased the
price. Laws in most states that require vendors to docu-
ment the age of buyers as 18 years of age or older are
often not enforced. Data from the Youth Risk Behavior
Survey in 1995 showed that about half of 12th graders
who smoked at least 1 of the previous 30 days purchased
cigarettes on their own, and 70% of males and 86% of
females who did so were not asked for proof of age.4
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Although the proportion of adolescents who purchased
cigarettes on their own varied somewhat by age, sex, and
ethnicity, overall 75% of males and 81% of females who
purchased cigarettes were not asked to show proof of age
when purchasing cigarettes.4 Enforcement of these ordi-
nances would probably decrease easy access to tobacco
and affect the number of young people becoming addict-
ed to nicotine.

The tobacco industry increased annual expenditures
from $2.1 billion in 1980 to $4.2 billion in 1989 (in 1993
dollars) to promote their product. Promotional expendi-
tures account for the entire increase over this time
because direct advertisement expenditures have actually
decreased from $1.3 billion to about $1 billion.2' Among
persons aged 12 to 17 years, 25% of nonsmokers report
having received promotional items from tobacco com-
panies, which are often obtained at sporting and cultural
events.2 This increased tobacco industry investment in
marketing expenditures parallels increased initiation
rates among adolescents during the same period, and it
has been shown that adolescents smoke the most heavi-
ly advertised brands.21'22 The causal association of
receptivity and exposure to tobacco industry promotion-
al items and advertisements is increasing.15'23 The suc-
cessful advertisement logos of the tobacco industry are
well-recognized symbols by adults, adolescents, and
children, and in fact, 6-year-old children in one study
were as likely to identify the "Joe Camel" cartoon figure
as they were Mickey Mouse.24

The federal government is considering implementing
new regulations on the tobacco industry, using the fact
that nicotine is a drug and cigarettes are a drug delivery
system. This has been linked to recent revelations by one
cigarette manufacturer that undermine the industry's
legal defense from litigation by former smokers in
whom cancer and other diseases develop. One proposal
suggested that the Food and Drug Administration regu-
late the nicotine content of cigarettes by gradually
decreasing the amount per cigarette over several years.25
Thus, cigarettes would lose the power of delivering an
addictive substance, and the number of youth who
become regular smokers would likely decrease signifi-
cantly. By weaning the nicotine content of cigarettes,
addicted smokers would also not suffer abstinence
symptoms abruptly. Some form of increased regulation
of the tobacco industry within the decade appears likely.

Clinician-Based Interventions
Physician- or nurse-mediated interventions to promote
smoking cessation among adults were developed, imple-
mented, and tested in randomized control designs with
moderate effects on biochemically proven smoking ces-
sation in diverse clinical settings, ranging from 5% to
15% abstinence at one year.2629 This strategy led to a
National Cancer Institute (NCI) program to incorporate
primary health care clinicians in a public health
approach to smoking cessation.28 The established effec-
tiveness of nicotine replacement therapy in conjunction

with minimal physician counseling to quit smoking has
further strengthened this approach.30
A similar program has been developed by the NCI to

target clinicians caring for children with the use of the
five As: anticipate, ask, advise, assist, and arrange.31
Anticipate refers to planning what tobacco-related risks
need to be addressed during a child's development. Ask
about experimenting with smoking starting at age 8
years, and ask parents about their smoking and other
sources of environmental tobacco smoke (ETS) expo-
sure for the child. Advise adolescents (and parents) to
quit smoking, and assist with self-help literature, specif-
ic techniques, nicotine replacement therapy, or referral
to groups. Finally, arrange for follow-up visits to rein-
force quitting or to review circumstances of relapse.

Unlike with the adult literature, studies that have eval-
uated the effectiveness of the NCI program directed at
clinicians caring for children, the usefulness of interven-
tions focused on decreased ETS exposure, or the applica-
bility of these methods among diverse ethnic groups are
limited.32 In a survey of residents in primary care special-
ties, only 32% of pediatric residents reported any training
in smoking cessation counseling, and most scored signifi-
cantly lower than their primary care colleagues in family
medicine and general internal medicine.33 Pediatric resi-
dents who were taught smoking-cessation counseling tech-
niques however, performed as well as those in other pri-
mary care specialties.? A feasibility study showed that
pediatric residents trained to use the NCI program raised
tobacco issues more often, counseled adolescents about
smoking cessation more frequently, and reported the use of
more effective techniques than a nonrandomized compar-
ison group who failed to attend the teaching seminars.35

Limited empiric evidence is available on the practice
of pediatric clinicians regarding tobacco prevention. A
survey of 100 practicing pediatricians in Maine showed
that 91% advise parents who smoke to quit, spending an
average of 4.9 minutes doing so, but only 43% talk to at
least three quarters of parents about the effects of smok-
ing on their children.36 A similar study of 72 pediatricians
in Vermont found that 29 (40%) routinely queried parents
about smoking; 8 (11%) recorded the information in the
medical record; and 68 (94%) advised at least some par-
ents to quit smoking, spending an average of 4.4 minutes
doing so.37 Environmental tobacco smoke exposure was
addressed by the Vermont pediatricians by advising par-
ents to smoke away from children (55 physicians
[7776%]), cutting down the consumption of cigarettes (29
physicians [40%]), and setting a quit date (16 physicians
[22%]).37 A survey of primary care physicians from Con-
necticut conducted in 1992 showed that only 20% of pedi-
atricians and 24% of family physicians always counseled
10- to 12-year-old children about smoking prevention.38
Recently, a survey of California primary care physicians
caring for adolescents found that pediatricians screen 11-
to 14-year-old adolescents for regular smoking 61% ofthe
time during a routine examination, only 10% of the time
during an acute care visit, and 21% of the time asked
about ever having tried a cigarette.39
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Other data collected from pediatricians and parents of
their patients indicate that counseling about smoking pre-
vention and cessation and about the harms of ETS expo-
sure would be welcomed and considered important.,4"
Barriers to counseling about smoking prevention or ces-
sation reported by pediatricians include the perception
that techniques are ineffective, feeling ill-at-ease about
giving this advice, lack of time, and fear that parents may
think that this is intrusive.33 37'38 In one survey of parents,
only 15% reported that their smoking was "none of the
doctors' business," but more than half thought that talk-
ing about smoking was "part of the pediatrician's job."'4
The amount of time available to dedicate to smoking pre-
vention and cessation for children, adolescents, and their
parents may be even more limited in managed care-dom-
inated areas such as California. Demonstrating the effi-
cacy of clinician-based interventions would assist in pri-
oritizing smoking prevention in the medical groups and
health plans. Nurses and other office staff can provide
much of the structural and interactive content of an
office-based intervention, but primary care clinicians
need to be trained in the appropriate techniques.

Preventing ETS Exposure in Children
Exposure to ETS has been associated with a substantial
increase in risk of the sudden infant death syndrome,
acute respiratory tract infections, recurrent otitis media
with chronic middle-ear effusions, exacerbation of asth-
ma, and admission to a hospital for bronchitis and pneu-
monia in children younger than 5 year.18'42 Passive
smoking was estimated to account for $661 million in
medical expenditures in 1987, and maternal smoking
increases the average annual health care expenditures by
$175 per year per child aged 2 years and younger.43
Some studies have found that parents' cigarette smoking
teaches the utility and acceptability of smoking to their
children and is strongly associated with increased smok-
ing by their children as adults.18'42 Environmental tobac-
co smoke exposure during childhood has been found to
significantly increase the risk of lung cancer in adults
who never actively smoke,"'45 and among adults, ETS
exposure increases the risk of morbidity and mortality
from heart disease.'6 A recent study of 175 healthy Puer-
to Rican children used urinary cotinine levels to quanti-
fy ETS exposure and showed that smoke from their
mothers made the greatest contribution to ETS, house-
holds where 20 or more cigarettes per day were smoked
doubled urinary cotinine excretion in children, and chil-
dren aged 2 to 4 years were significantly more exposed
than children aged 5 to 11 years.47

In 1986, an estimated 53% to 76% of households in
the United States contained one adult resident who
smoked cigarettes, and as many as 12 million children 5
years of age and younger were exposed to ETS.4s A
recent national survey reported that 15 million children
and adolescents younger than 18 years were exposed to
ETS, with as many as half of smoking adults having
children residing in their homes, and most of these

homes permitted smoking in some or all areas of the
home.48 In California, 7.3% (±0.8%) of households had
a current cigarette smoker and children in the home;
72.3% of those households allowed smoking in some or
all areas of the home.48 The Third National Health and
Nutrition Examination Survey (1988-1991) found that
43% of children aged 2 months to 11 years lived in a
home with at least one smoker.49 Furthermore, the geo-
metric mean of serum cotinine levels among non-tobac-
co users with ETS exposure was highest among children
aged 4 to 11 years.49 The California 1993 Tobacco Sur-
vey reported that 75% to 85% of households with chil-
dren or adolescents were entirely smoke free, and Asian
and African American households were more likely to
be smoke free than white and Latino households.14

Several studies have examined the efficacy of clinical
interventions to decrease ETS exposure in children. An
intensive counseling intervention directed at families of
asthmatic children (aged 6-17 years) reported a signifi-
cant 79% reduction in ETS exposure (validated by nico-
tine air monitor) at one year in the intervention group
compared with 42% for a monitored group and 34% for
a "usual care" group, with sustained effects at two
years.50'51 These results with an intensive intervention in
families with chronically ill children imply that behav-
ioral change to minimize ETS exposure is feasible. A
randomized trial of a home-based nurse-delivered inter-
vention was evaluated in 933 infants, of whom 25.2%
had smoking mothers.52 Among the 121 infants of smok-
ing mothers who completed the study, infants in the inter-
vention group were exposed to 5.9 fewer cigarettes per
day and reported a lower prevalence of persistent respi-
ratory symptoms despite no differences in urinary coti-
nine excretion.52 Wall and colleagues randomly assigned
49 pediatric practices to receive a 45-minute training
intervention on brief counseling for new mothers on the
first four well-baby visits to decrease ETS exposure com-
pared with a hospital packet with written information
received by all mothers.53 Pediatricians were taught to
deliver a two-minute brief intervention with an emphasis
on counseling smoking mothers (42.5% of study sample)
to quit. At six months' follow-up, smoking mothers in
the intervention group had higher quit rates (5.9% versus
2.7%) and lower relapse rates (45% versus 55%), pro-
viding evidence that a brief intervention can have a pos-
itive effect on maternal smoking.53

Parents of young children visit a pediatrician more
often than any other physician, and these visits offer a
window of opportunity to effect a behavior change among
these parents and promote smoking cessation.63" Pedi-
atric clinicians may be uniquely positioned to counsel
these adults to quit smoking but need to be comfortable
with delivering this intervention. Because less than half of
these adults are advised to quit by their own primary
physicians, a reminder system for pediatricians could
increase the likelihood that time is dedicated to this
important issue. Studies in adult medical practices
showed that placing a reminder in the patient record
increased the time that physicians spent counseling smok-
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ers from 1.4 to 3.6 minutes and increased the percentage
of patients who had quit successfully from 1.3% to 7.0%
at one year and that setting a specific date to quit smoking
increased the likelihood of a quit attempt by four to seven
times.54 The efficacy of nicotine replacement therapy for
about eight weeks has been demonstrated in randomized
clinical trials to increase the likelihood of abstinence at
six months from 9% to 22%.3° Recently, similar efficacy
results were shown with treatment using sustained-release
bupropion hydrochloride in nondepressed smokers moti-
vated to quit (validated abstinence of 23% versus 12% at
12 months).55 Thus, given the evidence on the feasibility
and effectiveness of training clinicians to counsel their
patients to quit smoking, pediatric clinicians are uniquely
positioned to counsel a smoking parent to quit smoking.

Training pediatric clinicians how to counsel parents
who smoke to quit is one method to decrease ETS expo-
sure among children 5 years of age and younger. Among
most parents who are nonsmokers, a pediatric clinician
can also teach parents about assessing for and preventing
ETS exposure. For example, a pediatric clinician may
need to assist a nonsmoking parent (more often the moth-
er) in advising a smoking parent or relative on how to
quit, for the well-being of the family. The pediatrician
also needs to plan for the prevention of smoking initia-
tion by counseling parents on talking to their children
about smoking at an early age and to actively counteract
tobacco industry advertisements and promotions directed
at children. Clinicians can also provide leadership and
support to enhance school-based programs and commu-
nity-based efforts. Furthermore, asking children begin-
ning at age 8 years about experimenting with tobacco use
needs to become routine practice for pediatric clinicians.

Conclusions and Future Directions
The lack of success in controlling tobacco use among
US youth stands in contrast to the reasonable success
among adults. If current trends continue, adolescent
smoking rates will soon equal those of adults, and thus,
the prospect for further reductions in national smoking
rates, tobacco-related disease rates, and economic costs
is unlikely to change in the foreseeable future.
A wider implementation of effective techniques used

in school-based programs to prevent tobacco use among
young persons is needed. Culturally appropriate inter-
ventions to prevent tobacco use need to be developed and
implemented in other than school-based settings where
most efforts to prevent the onset of cigarette smoking
have taken place. Community-based interventions with
outreach through neighborhoods and youth-oriented
media, targeting youth at an early age (such as 8 years),
need to be considered as viable intervention strategies.

Policy changes to decrease access of tobacco prod-
ucts to children by increasing their cost and making it
more difficult to purchase cigarettes should be adopted
at state and federal levels. Additional regulation of
tobacco industry by limiting advertisement and promo-
tion and regulating nicotine content will require a con-

certed federal effort and popular support to implement.
Physicians and other health professionals caring for chil-
dren will need to become more actively involved in pro-
moting smoking prevention.
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